RIVERTON/ZENITH FAMILY HEALTH PATIENT INFORMATION

Please Print & Complete Alf Fields

PATIENT INFO
Name: {First) (M1 (Last) Sex: [IM [IF
Date of Birth: / / Marital Status: [ ]S [IM []JW []1D [ ]Other
SSN: - - Email: Canwe emailyou? [ [Yes [ JNo
Address: (City) (State) (Zip)
Billing Address (If different from above): (City)
(State) (Zip)
Home Phone #: | ) - Cell Phone #: | } -
Preferred Phone Number; [ lHome [ ]Cell [ ]Work
Can we leave you a voice message? [ ]1Brief [ ]Detailed Do you accept texts? [ JYes [ ]No
Preferred Time to Call: [ ] Morning (6 am — 12 pm) [ | Afternoon (12 pm ~ 4 pm) [ ] Evening (4 pm—9 pm)
Pharmacy Name; Location:

Race: [ ]White [ JHispanic [ ]African American [ ] AmericanIndian [ ] Asian [ ]Pacific Islander [ ] Other
Ethnicity: [ ] Hispanic [ ] Non-Hispanic [ ] Rather not Report

Language: [ ] English [ ]Spanish [ ]Indian [ ]Russian [ ] Other Sign Translator? [ ] Yes [ ] No
Employer: ' Emp. Status: [ ] FT [ ]PT [ ] Other
Work Phone #: { ) -

FINANCIAL RESPONSIBLE PARTY FOR HOUSEHOLD

Name: (First) {MI) (Last) Relation:

Date of Birth: / / SSN: - - Phone #: { ) -

Address: {City) {State) (Zip)

EMERGENCY CONTACT

Name: Phone #: ( ) - Relation:

Address: (City) (State) {Zip)
' INSURANCE ' —

Primary Insurance Co: Secondary Insurance Co:

1D #: Group #: 1D #: Group #:

Policy Holder Name: Policy Holder Name:

Policy Holder DOB: / v Policy Holder DOB: / /

Policy-Holder SSN: - -

-Relation to Patient:

Policy Holder SSN: - .

Relation to-Patient:

***Please provide address of Policy Holder-if different than patient,***

Policy Holder Address:

Policy Holder Address:

PRACTICE INFORMATION
How did you hear about us: [ ] Provider Directory [ ] Physical Referral [ I Phone Book '} Friend/Relative

[ IInternet [ ] Pony Express Days [ | Building Sign [ ] Established Family [ ] Other

VFC (Vaccines for Children) Program Eligibility
Does your child’s insurance cover immunizations? [ 1Yes [ ]No

Signature of Patient Today’s Date

Signature of Responsible Party (if other than patient) Relationship to Patient



Riverton and Zenith Family Health Office Policy

FINANCIAL POLICY

V.

RESPONSIBLE PARTY

RFHC will gladly submit claims to your insurance for the services provided. However, charges accrued on the account are
vour responsibifity. You will be expected to follow up on any unpaid or incorrectly paid charges, regardless of insurance
coverage. We will be happy to assist you in any way we can, but you gre uftimately responsible for timely payment of
your account. You are respensible for poyment-in-full if your insurance company does not pay us within 80 days.

You will be responsible for charges accrued by children who have turned 18 until such time as you notify RFHC in writing,
prior to services being provided, that you no longer accept financial responsibility.

BILLABLE SERVICES

RFHC will charge for all appointments and supplies used. We will alse charge for patients who are not scheduled {j.e.,
siblings of a scheduled patient) that the physician is asked to see.

RFHC will charge for ali follow-up services. The same resources {staff, room, supplies, physician time, etc.) are usad for
the follow-up visit.

Occasionally a patient will be scheduled for one type of service but the physician may diagnose and treat ancther
problem in addition to the scheduled service. When appropriate, RFHC will charge for the additional service. Scme
insurance companies will not cover bioth services, which may result in denial or higher copay.

RFHC reserves the right to charge $50 for missed appointments. This charge will not be billed to your insurance company,
but will be your responsibitity. To cancel existing appointments, please notify our office at least 24 hours prior to your
scheduled appointment time.

PAYMENT DUE AT TIME OF SERVICE

If you have insurance coverage, all co-pays, co-insurance, and deductibles are due at the time of service. An additional
520 fee will be added if you fafl to pay your co-pay at the time of service.

A 550 deposit is due at each appolntment check-in for self-pay patients. Payment in full is due from self-pay patients at
the time of service. A discount will be given when charges are paid in full on the date of service.

RFHC reserves the right to charge a statement fae for any amounts that become past due and require additional
statements to be sent.

RFHC may present charges to you by written statement following a visit. If we do this, we expect that each charge will be
paid in full by return mail the first time it is presentad to you. We may send you statements and reminders of charges, ar
we may call you about the same. By accepting cur services, you are consenting to recaive these communications.

If you do not agree with patient responsibility amounts or reimbursement amounts set by your insurance, this is a matter
between you and your insurance company. We are happy to provide you with factual information about your care and
billing to help you discuss this with them, but we still require you to promptly pay the entire charge we present to you,
even if your issue with the program is not resolved.

INSURANCE COVERAGE

It is your responsibility to provide accurate insurance information to RFHC at the time of service.

RFHC will create and submit clalms to your insurance on your behalf. However, we reserve the right to refuse insurance
and collect payment in full from you {i.e., insurance information provided after claim filing deadlines, etc.).

It is your respensibility te verify benefits under your plan. You wiil also be responsible for amounts not gaid by your
insurance for any reason, uniess the amounts are covered under RFHC's contractual agreement with insurance.

RFHC must, under federal law, accurately report the services provided to you. Your insurance company may not pay for
all services received, RFHC cannot change the service or diagnosis codes {unless they were initially reported incorrectly)
in order to make a service "fit” your insurance plan benefits. We must report the exact services provided and the exact
reason for providing them.

Your signature on this policy authorizes RFHC to release health information te insurance carriers when necessary for
payment, and directs them to remit payment directly to RFHC {assignment of benefits).

CREBITS
.
b.

Any insurance credits or over-adjustments will be returned to the appropriate insurance company.

Any patient credits or overpayments will first be used to pay past-due balances, including those which may have been
referred to an outside collection agency.

If patient balances have been resclved, patient credits will be returned. Please allow 4-6 weeks for processing, Smaller
credits (generally under $25.00) may be left on the account to be used for future co-pays and/or deductiblas,
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Riverton and Zenith Family Health Office Policy

COLLECTIONS
a. By signing this form, you agree to receive texts concerning the billing status of your account.
b.  Your account may go to collecticns for the following reasons that include but are not limited to:
i.Invalid patient demographic information {address, phone, etc.) which prevents us from contacting you regarding
your account.
ii. Fallure to provide timely, accurate insurance information.
ili. Failure to pay patient balances.
iv. Failure to follow through with statement discrepancies, insurance denials or any other items on your account.
v. Failure to follow through with other correspondence from RFHC.

c. RFHCmakes every effort to work with yau to keep your account out of collections. Heowever, in the event that your

account is referred to- a third party debt-collection agency, you will be responsible for the balance of the account in
addition to a 30% collection fee and any other amounts allowed by law (interest, court costs, attorney’s fees, etc.), as
allowed by Utah Code Annotated section 12-1-11,

d. Utah Law requires health care facilities to provide patients and/or responsible party(ies) with notice, by certified mail,

priority mail, or text message, 45 te 60 days prior to placing any delinquent balance with a collection agancy or reporting
and delinquent balance to any credit bureau. Such actions may negatively impact the responsible pary(ies) credit score. -
A $15.00 fee will be charged if any such notice is sent,

MEDICAL RECORDS/ HIPAA COMPLIANCE ACKNOWLEDGEMENT

Qur written Notice of Privacy Practices provides detailed information on how we may use and disclose your protected
health information. According to HIPAA provisions, you have the right to review a copy of this notice prior to signing this
form. You also have the right to receive a printad copy of the privacy notice if you so desire, and is available upon your
request. If necessary, a legal guardian or authorized representative should sign. This clause authorizes the doctor to release
any medical information that may be used for the following purposes: Treatment, Payment, and Operations, and at times
when the doctor deems it necessary in order to ensure the best medical care on your behalf. We are required by law to
maintain your confidentiality of any health information that identifies you. We are committed to protecting your privacy.
This is an ethical and legal obligation that we owe to our patients. Your sighature is required to be compliant with HIPAA.
Any person that receives these medical racords 's not authorized to release any of the information obtained by this
authorization to any other persen or organization without a further authorization signed by you for the release of this
information. A fee will be charged to the patient or third-party requesters for copies of medical records,

PRESCRIPTION

All prescriptions for controlled substances, antibictics, new medications not farmerly given by RFHC, and established
medications require an office visit. The provider will prescribe enough medication to last until they would like you to follow
up. When you pick up your last refill from your pharmacy, please call our office to schedule your follow-up appointment.
By signing below, you grant RFHC/ZFHC permission to view your prescription histary from external sources.

Thank you for trusting Riverton/Zenith Family Health Center with your care. We are dedicated to making your experience a positive
one. Please do not hesitate to contact us with any questions regarding your account, payment options, or financial respensibilities.

[ ] I'haveread and understand tha above policies, and | will be financially responsible for the following patient:

/ /-
PRINT Patient Name Patient’s Date of Birth
PRINTED name of Legal Guardian, if other than patient Relationship to Patient

/ /
Signature Today’s Date

I|Page



o - o 43
e whiray, .

RIVERTON & ZENITH

FAMILY MEALTH CENTERS

CONFIDENTIALITY RELEASE AUTHORIZATION

L Date of Birth
{Name of Patient, please print)

Give permission for my

[ 1Test Results

[ ] Patient Records

to be disclosed to at their request.
(Name of recipient, please print)

(Relatienship to Patient)

Patient Signature Today’s Date

1756 W Park Ave, Riverton, UT 84065 e Phone: 801,254.0309 s Fax: 801.254.1012



ARBITRATION AGREEMENT

Article 1 Dispute Resolution By signing this Agreement ("Agreement") we ara agreeing to resolve any Claim for medical malpractice by the dispute resolution
process described in this Agreement. Under this Agraement, you can pursus your Claim and seek damages, but you are waiving your right to have it decided by &
judge or jury.

Article 2 Definitions

A. The term “we," “parties” or "us” means you, (the Patient), and the Provider.

B. The term "Claim” means one or more Malpractice Actions defined in the Utah Health Care Malpractice Act (Utah code 78-14-3(15)). Each party may use any
legal process to resolve non-medical malpractice claims.

C. The term "Provider” rieans the physician, group or clinic and thelr employees, partners, associates, agents, successors and estates.

D. The term “Patient” or "you” means:

(1) you and any person who makes a Claim for care given to YOU, such as your heirs, your spouse, children, parents or legal represertatives, AND

{2) your unborn child or newborn child for care provided during the 12 months Immediately following the date you sign this Agresment, or any person who
makes a Claim for care given to that unbemn or newborn child.

Article 3 Dispute Resolution Options

A. Methods Available for Dispute Resclution. We agree to resclve any Claim hy:

(1) working directly with each other to try and find a soiution that resolves the Claim, OR

{2) using non-binding mediation (sach of us will bear one-half of the costs); OR

(3) wsing binding arbifration as described in this Agreement.

You may chogse to use any or all of these metheds to resoive your Clalm,

B. Legal Counsel. Each of us may choose 1o be represented by legal counsal during any stage of the dispute resclution process, but each of us will pay the
fees and costs of our own atiomey.

C. Arbitration - Final Rescution. If working with the Provider or using non-binding mediation does not resolve your Claim, we agree that your Claim will be
resalved through binding arbitration, We both agree that the decision reached in binding arbitration will be final.

Article 4 How to Arbitrate a Clalm

A. Notice. To make a Claim under this Agreement, mail a written notice to the Provider by carfified mail that briefly describes the nature of your Claim (the
“Notice”). If the Notice is sent to tha Provider by certifled maill, # will suspend (toll) the applicable statute of limitations during the dispute resolution process
described in this Agreement.

B. Asbitrators, Within 30 days of receiving the Notice, the Provider will contact you, If you and the Provider cannot resolve the Claim by working together or
through medtation, we will start the procsss of choosing arbitrators, There will be three arbitrators, unless we agree that a single arbitrator may resalve the
Claim.

(1) Apnointed Arbitrators. You will appoirt an arbitrator of your choosing and all Providers will jointly appoint an arbitrator of their choosing.

(2} Jointly-Selected Arbitrator, You and the Provider(s) wilf then jointly appolnt an arbitrator {the “Jointly-Selected Arbitraior”). If you and the Provider(s)
cannot agree upon a Jointly-Selected Arbitrator, the arbitrators appeinted by each of the parties will choose the Jointly-Selected Arbitrator from a list of
individuais approved as arbitrators by the state or federal courts of Utah. If the atbitrators cannot agree on a Jointly- Selected Arbitrator, gither or both of
us may request that a Utah court selects an individual from the fists dascribed above. Each party will pay their own fees and costs in such an action.
The Jointly-Selected Arbitrator will preside over the arbitration hearing and have all other powers of an arbitrator ag set forth in the Utah Uniform
Arbitration Act.

C. Arbifration Expenses. You will pay the fees and costs of the arbitrator you appoint and the Provider(s) wilt pay the fees and costs of the arbitrator the
Provider(s) appoints. Each of us will also pay cne-half of the fees and expenses of the Jointly-Selected Arbitrator and any other expenses of the arbitration
panel.

D. FEinal and Binding Decision. A majority of the three arbitrators will make a final decision on the Claim. The decision shall be consistent with the Utah Uniferm
Arbitration Act,

E. All Clalms May be Joined. Aty persen or entity that could be appropriately named in a court proceeding (*Joined Part”) is eniitled to participate in this
arbitration as long as that person or enfily agrees tc be bound by the arbitration (“Joinder”). Joinder may also include Claims against persons or entities that
provided care prior to the signing date of this Agreement. A “Joined Pariy” does not participate in the selection of the arbitrators but is considered a
“Provider” for all other purposes of this Agreement,

Article 5 Liabiflity and Damages May Be Arbitrated Separately At the request of either party, the issues of liability and damages will be arbitrated separaiely. If
the arbitration panel finds liability, the parties may agree to either continue to arbitrate damages with the initial panel or either party may cause that a second panel
be selected for considering damages. However, if a second panel is selacted, the Jointly-Selected Arbitrator will remain the same and will continue 1o preside over
the arbitration unless the parties agree otherwisa.

Article 6 Venue [ Governing Law The arbitration hearings will be held In a place agreed to by the parties. If the parties cannot agree, the hearings will be held in
Salt Leke City, Utah. Arbitration proceedings are private and shall be kept confidential. The provisions of the Utah Uniform Arbitration Act and the Federal
Arbitration Act govern this Agreement. Wa hereby waive the pre-litigation panel review raquirements. The arbitrators will apportion to fault to all persons or entities
that contributed to the injury claimed by the Patient, whether or not those perscns or entities are parties to the arbitration.

Article 7 Term [ Resgission f Tormination

A, Temn. This Agreement is binding on both of us for one year from the date you sign it unless you rescind it. If it is not rescinded, it will automatically renaw
every year unless either party notifies the cther in writing of a decision to ferminate it.

B. Rescission. You may rescind this Agreemert within 10 days of signing it by sending written notice by registered or certified mail to the Provider, The
effective date of the rescission notice will be the date the rescission is postmarked. If not rescinded, this Agreement will govem all medical services recsived
by the Patient from Provider after the date of signing, except in the case of a Joinad Party that provided care prior to the signing of this agreemant (see
Article 4(E)).

C. Tennination, If the Agreement has not been rescindad, either party may still terminate it at any time, but termination will not take effect until the next
anniversary of the signing of the Agreement. To ferminate this Agreement, send written notice by registered or certified mail to the Provider, This Agreement
applies to any Claim that arises whilz it is in effect, even If you file a Claim or request arbitration after the Agreement has been terminated,

Article 8 Severability If any part of this Agreement is held to be invalid or unenforceable, the remaining provisions will remain in full force and will not be affected
hy the invalidity of any other provision.

Article 9 Acknowladrement of Written Explanation of Arblitration | have recaived a writien explanation of the terms of this Agreement. | have had the right to
ask questions and have my questions answered. | understand that any Claim | might have must be resolved through the dispute resolution process in this
Agresment instead of having it heard by a fudge or jury. | understand the role of the arbitrators and the manner in-which they are selected. | understand the
respansibility for arbitration related costs, | understand that this Agreement renews sach year unless cancelled before the renewal date. | undarstand that | can
decline to enter into the Agreement and still receive health care. | understand that | can rescind this Agreement within 10 days of signing it.

Article 10 Receipt of Copy | have received a copy of this document,

PROVIDER: ZENITH &RIVERTON FAMILY HEALTH CENTERS Nare of Patient {Print)

BY: WMZ"‘_“ i

Signature of Physician ?/Authorized Agent Signature of Patient or Patient’s Representative Date




. Please return this sheet to your Provider’s Medical Assistant

Patient Name:

Please indicate below if you have had problems with any of the following conditions in the recent past:

YES

Runny nose -

NO YIS | NO

Hcarmg loss

Sﬂ‘!!’i
- Sdm thloat -

Smus ain

i 5w
Vaginal dryness

_-
wf‘f

)

| YES [ NO

DlSt’ll extremlty ain

Flashes of llght

--

SybE f§d’é‘ lysaiden i
MUSCULOSKELETAL --

| Joint pain




